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Date of Visit: 5/17/06 By:  Jaime Hujanen, R.N.
Time of Visit: 8:00 a.m. Special Investigator

Nature of Visit:

An unannounced visit was made in order to investigate the following allegation of neglect in accordance
with federal regulations for long term care facilities at 42 CFR Part 483, Subpart B. In conjunction with
the federal investigation, an investigation was also conducted in accordance with the Vulnerable Adults
Act (VAA), Minnesota Statute 626.557.

The allegation is: On 4/9/06 resident #1 was taken to the bathroom to be toileted. The Nursing
Assistant left her unattended and the resident attempted to get up and fell resulting in a broken neck.
She was sent to the hospital and was in the ICU for a few days and returned to the facility on
approximately 4/13/06. They could not do surgery. Her neck was put into a brace. She developed
pneumonia and died on 4/29/06. The fall was the result of neglect.

Investigative Findings:
All employees and persons were interviewed in private as desired and given the Tennessen Statement.

The investigation included a review of the following: resident #1’s medical record, including pertinent
portions of her hospital medical record; staff schedules and assignments for April 6, 2006 through April
9, 2006, incident/accident reports and fall logs for March 2006 through May 2006; Nursing Assistant
assignment sheets; policies and procedures in regards to falls and safety devices; personnel files,
including orientation, training and job descriptions. Observations were completed in addition to
interviews with residents and facility staff Additional resident medical records were reviewed in
regards to falls and interventions provided by staff. The complainant was interviewed in regard to the
allegation.

Resident #1’°s medical record was reviewed and revealed the following: resident #1 was admitted to the
facility on 4/29/05. She had diagnoses including: dementia, ataxia and cervical spondylosis (arthritis of
the neck) with chronic back and neck pain. According to her care plan and documentation in her
medical record she was alert and oriented, required the assistance of one staff with her activities of daily
living and the assistance of two staff with her mobility needs. She was at risk for falls secondary to a
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history of several falls at the facility, use of psychotropic medications (which may increase the risk of
falls), and impaired mobility (she required assistance of one staff member with all transfers and only
ambulated with physical therapy). The care plan indicated that a TABs alarm (a device to alert staff
when a resident attempts to transfer without assistance) was initiated on 6/28/05 and it was discontinued
on 9/27/05. However, there was no documentation found in the chart indicating why the TABs alarm
was discontinued. In addition, no assessments or evaluations were found to determine resident #1°s
safety after the discontinuation of the safety device. The Nursing Assistant assignment sheets for
resident #1 did not identify resident #1 as a fall risk. A facility Falls/Risk Assessment, dated 3/10/06
and completed by employee (H), indicated that resident #1 was at risk for falls.

The facility’s incident reports for resident #1 from 6/4/05 through 4/9/06 were reviewed and indicated
the following:

¢ On 6/4/05, at 6:15 p.m,, she had a fall in the bathroom when she attempted to transfer herself
from her wheelchair to the toilet.

e On 6/26/05, at 6:05 p.m., she was found on the floor of her room when she was “trying to get
into bed” from her wheelchair. The facility staff initiated a TABs alarm when in her wheelchair
for safety.

e On 10/3/05, at 7:25 a.m,, resident #1 was found between the toilet and her wheelchair in the
bathroom. She stated, “I fell off of the toilet...my feet went numb.” She sustained a five-
millimeter skin tear to her right forearm. The staff stated that it appeared that the resident “was
attempting to self transfer.” The facility’s “Action Plan,” completed by employee (H) indicated
that resident #1 needed an alarm for her wheelchair. The documentation further indicated that
the staff had just removed the TABs alarm “per (restdent #1°s) request...(resident #1) did not
make any attempt to self-transfer.” The documentation indicated that resident #1 did not want
the TABSs alarm and refused the idea of hip protectors. Resident #1 indicated to staff that her
fall was isolated and “she thinks she fell asleep on the toilet.”

* On 12/16/05, at 8:30 p.m., she was found in the bathroom and stated, “(I) was trying to position
myself on the toilet and lost my balance, then I fell against my chair.”

* On 4/9/06, a facility incident report and correlating nursing note for resident #1, beginning at
9:45 am. and completed by employee (C)/nurse and employee (A)/administrative staff,
documented that employee (B)NAR had taken resident #1 to the bathroom and advised the
resident to use the call light when she finished. Resident #1°s wheelchair was in the bathroom to
her left. While the resident was in the bathroom, employee (B) went across the hall to make
another resident’s bed. When employee (B) finished, she noticed that resident #1’s call light was
on. Upon entering resident #1°s room, she heard a “crash” and entered the bathroom to find
resident #1 “on (the) floor, head down, buttocks up in (the) air...It appears that (resident #1) had
possibly attempted to pull (up) own pants (before) staff got there”. She sustained 3” purple
bruises to both of her knees, a 3” by 3 4” raised hematoma to her forehead and neck pain. The
on-call Nurse Practitioner was notified and resident #1 was sent to the hospital for further
evaluation,

The hospital records, dated 4/9/06 through 4/12/06, documented that resident #1 had a CT scan
(Computed Tomography used to detect abnormalities including fractures and abnormalities in the neck
and spine) that revealed a C2, non-displaced but complex cervical (neck) fracture, mild acute
compression fractures to T3 and T4 (her upper spine) and closed head trauma. Resident #1 indicated to
the hospital staff that “her legs fell asleep on the toilet and she tried to getup.” She was treated with an
external orthosis (a neck brace) and was discharged back to the facility on 4/12/06. She subsequently
developed pneumonia and expired on 4/29/06.
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Employee (B) was interviewed on 5/17/06 at 11:25 a.m. and stated the following:

e She was one of resident #1's primary NARs and cared for her two to three times a week.
Resident #1 required the assistance of one to two staff (depending on her pain) with transfers,
however, she did attempt to "self transfer...off of the toilet" approximately once a week.

e Resident #1 had a TABs alarm last year (unknown date), however, resident #1's family member
requested to have the TABs alarm removed.

She verified the information in resident #1's incident report and documentation from 4/9/06.

The policy at the facility is that if a resident has a TABs alarm, the staff cannot leave the resident
alone in the bathroom. However, since resident #1's TABs alarm was discontinued she could be
left alone and did not have to be supervised in the bathroom.

Employee (C) was interviewed on 5/17/06 at 11:45 a.m. and stated the following;

e She was familiar with resident #1. Resident #1 required the assistance of one staff. She would
transfer herself or "threaten" to transfer herself approximately once a week. Resident #1 used to
have a TABs alarm, but it was removed because the family wanted it off. If a resident does not
have a TABs alarm, there is no need for staff to supervise them in the bathroom.

She verified the information in resident #1's incident report and documentation from 4/9/06.
She indicated that on 4/9/06, it appeared that resident #1 tried to transfer herself and she fell
forward.

Employee (D)/NAR was interviewed on 5/17/06 at 12:00 p.m. and stated the following:
¢ She cared for resident #1 once or twice a week.
¢ She stated that resident #1's TABs alarm was discontinued (on unknown date for unknown
reason). However, she would still attempt to transfer herself without staff assistance "in the
bathroom” approximately once a week. After resident #1's TABs alarm was discontinued, it was
"no longer a requirement"” to supervise her in the bathroom.

Employee (A) was interviewed on 5/17/06 at 10:35 a.m. and stated the following:

» She verified the information in resident #1's incident report and documentation from 4/9/06. She
indicated that she did not have a concern regarding the fall because the care plan and policy had
been followed.

e Resident #1 did have a TABs alarm in the past due to attempts to transfer without staff assistance
and a history of falls. The family requested that the TABs alarm be removed because it
“agitated” resident #1. After resident #1's TABs alarm was discontinued, it was no longer a
requirement that the staff supervise her in the bathroom.

e She was unsure if resident #1 continued to attempt self-transfers after the TABs alarm was
discontinued. No other interventions were put into place after the TABs alarm was discontinued.

Employee (H)/administrative staff was interviewed on 5/24/06 at 3:00 p.m. and stated the following:
e She was familiar with resident #1 and indicated that resident #1 was "impulsive" and would
"intermittently” transfer her self without staff assistance.
¢ Resident #1 used to have a TABs alarm and required staff supervision in the bathroom. During a
care conference in September 2005, the TABs alarm was discontinued per family request. She
indicated that she documented this conversation, but was unable to locate or provide the
documentation.
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* No assessments or evaluations were done after resident #1's TABs alarm was discontinued to
evaluate resident #1's safety. Resident #1 continued to attempt to transfer herseif without staff
assistance and the facility staff did not provide any further interventions.

* According to the facility policy, resident #1 no longer required supervision in the bathroom,
because her TABs alarm had been discontinued.

Nurse Practitioner (G) was interviewed on 6/5/06 at 1:16 p.m. and stated the following;

* Resident #1was alert and oriented, however her “judgment definitely was impaired.”

® When a resident is at risk for falls, the facility should put all the measures in place to reduce that
risk. If a patient or family does not want a TABs alarm, we can honor that, but the facility needs
to have a plan in motion. Supervision in the bathroom was “clearly a need for this patient...even
though she did not want the TABs alarm, there needed to be some intervention in place to
prevent falls other than just the TABs.” She needed to be supervised in the bathroom and that
should have been part of her care plan.

* This fall and the resulting injuries were part of “a chain of events that resulted in her demise.”

Conclusion: As defined by federal regulatory requirements at 42 CFR 483.13 (c), and the current
statutory definition of neglect specified in Minnesota statute 626.5572, neglect of health care did occur
in connection with the allegation that resident #1’s fall was the result of neglect. Interviews and
documentation review established the following;

o The facility was aware that resident #1 was at a high risk for falls due to her history of falls,
impaired mobility, psychotropic medication use and unsafe attempts to transfer herself in her
room and bathroom without staff assistance.

* The TABs alarm was discontinued per family request, but resident #1 was not evaluated or
assessed after the removal of the alarm, nor were interventions implemented to deal with her
high risk of falls.

* Although the facility was aware of resident #1’s fall risk, they failed to provide supervision,
assistance and on-going interventions to reduce resident #1's risk. On 4/9/06 resident #1 was left
unsupervised and alone in the bathroom. She sustained a fall, which resulted in a non-displaced
but complex cervical fracture, mild acute compression fractures to T3 and T4 (her upper spine)
and a head injury. She subsequently developed pneumonia and expired on 4/29/06.

During the course of the investigation, problems were identified regarding the facility’s failure to
comply with regulatory requirements in regard to identifying residents at risk for falls and providing
supervision, assistance and on-going interventions to prevent or reduce the risk of accidents and/or falls.
As a result, the following federal deficiency is issued: 42 CFR 483.25 (h)(2)/tag F324. In addition, the
following state licensing order is issued: 4658.0520 Subpart 1.

The "mitigating factors" in Minnesota Statute 626.557, Subdivision 9¢ (c) were considered and it was
determined that the facility is responsible for the neglect. The facility will be notified of the right to
request reconsideration and/or appeal the maltreatment finding.

xc:  Division of Compliance Monitoring - Licensing & Certification
Board of Nursing
Board of Nursing Home Administrators
Coon Rapids City Police Department
Anoka County Attorney
Coon Rapids City Attorney
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Post Correction Order Follow-Up/Federal Certification Review Report

PUBLIC DATA
Facility:
Camilia Rose Care Center LLC Report #: H5353028
11800 Xeon Boulevard
Coon Rapids, MN 55448 Date: July 6, 2006
Anoka County
Date of Visit: July 6, 2006 By:  Jaime Hujanen, R.N.
Time of Visit: 4:30p.m. Special Investigator

Nature of Visit

An unannounced visit was made in order to follow-up one federal deficiency and one state licensing
order which were issued on May 26, 2006, as the result of an investigation which had been completed on
May 25, 2006.

The status of the order is as follow:
1. MN Rule 4658.0520 Subpart 1. - Corrected

See Attached 25678 for status of federal deficiency.

xc: Minnesota Department of Health -Licensing & Certification Division
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her medical record she was afert and oriented, ‘ |

required the assistance of one staff with her ’

activities of daily living and the assistance of two !
~ staff with her mobility needs. She was at risk for |
| falls secondary to a history of several falls at the ‘

facility, use of psychotropic medications {which

may increase the risk of fails), impaired mobility

and a history of unsafe attempts to transfer ' |
| herself in her room and bathroom without staff i ’
| assistance. The care plan indicated that a TABs | :
~alarm (a device to alert staff when a resident |
| attempts to transfer without assistance) was '
i initiated on 6/28/05 and then it was discontinued
- oh 9/27/05.

' There was no documentation found indicating | |
' why the TABs alarm was discontinued. In ! ;
addition, no assessments or evaluations were | i l
found to determine resident #1's safety after the |
discontinuation of the TABs alarm. The Nursing ’
Assistant assignment sheets for resident #1 did ! -
not identify resident #1 as a fall risk and did not i ;
list any interventions to reduce her risk of falls. i

' The facility's incident reports for resident #1 from | ;
6/4/05 through 4/9/06 were reviewed and f ' |
revealed the following: i |

- On 6/4/05 2t 6:15 p.m. resident #1 had an .
unwitnessed fall in her bathroom when she I |
attempted to transfer herself from her wheelchair J
to the toilet. She missed the toilet and landed on | |
her buttocks. She did not sustain any injuries. | '

- On 6/26/05 at 6:05 p.m. resident #1 was found on | |
' the floor of her room and stated that she "was :
trying to get into bed" from her wheelchair. The
' facility staff initiated a TABs alarm to her
| wheelchair for safety. She did not sustain any
injuries.
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On 10/3/05 at 7:25 a.m. resident #1 was found !
between the toilet and her wheelchair in the i ’
bathroom. She stated, "| fell off of the toilet ..my -
feet went numb”. She sustained a five-millimeter |
- skin tear to her right forearm, The staff stated :
 that it appeared that the resident "was attempting | ; i
| to self transfer ". The incident report's "additional ’ “
| investigative data", completed by employee :
- (HYadministrative staff indicated that resident #1 | ,‘
| needed an alarm for her wheelchair. The ‘ | |
| documentation further indicated that the staff had ' ‘ |
just removed the TABs alarm “per (resident #1's) | ‘
| request ...as (resident #1) did not make any | ’

. attempt to self-transfer” . The documentation i
| indicated that resident #1 did not want the TABSs
alarm and refused the idea of hip protectors. ‘ !
Resident #1 told the staff that her fall was isolated '
and "she thinks she fell asleep on the toilet" .

On 12/16/05 at 8:30 p.m. she was found in the
bathroom and stated, "(i) was trying to position ;
- myself on the toilet and lost my balance, then | fell! ' ’
‘ against my chair”.

| J |
- On 4/9/06 beginning at 9:45 a.m. a facility | i #

incident report and correlating nursing note ’ ‘ |
completed by employee (C)/nurse and employee ‘ J
(A)administrative staff, documented that ; i
employee (B)/NAR assisted resident #1 to get ' |
into the bathroom and advised the resident to use ‘
the call light when she finished. Resident #1's 1 1

“wheelchair was in the bathroom to her left. While | [

‘ the resident was in the bathroom, employee (B) | ? ;

| went across the hall to make another resident ' s

'bed. When employee (B) finished, she noticed

that resident #1's call light was on. Upon entering

| resident #1's reom, she heard a "crash” and

’ entered the bathroom to find resident #1 "on
(the) floor, head down, buttocks up in (the) air".
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She sustained 3" purple bruises to both of her |
knees, a 3" by 3 4" raised hematoma to her
' forehead and neck pain. The on-call Nurse
| Practitioner was notified and resident #1 was sent
' to hospital with emergency services for further
" evaluation.

The hospital records, dated 4/9/06 revealed that
J resident #1 sustained a C2, non-displaced but
! complex cervical (neck) fracture, mild acute - ,
compression fractures to T3 and T4 (her upper i '
I‘ spine) a laceration to her forehead and closed
“head trauma. Resident #1 indicated to the
hospital staff that "her legs fell asleep on the ! |
; toilet and she tried to get up". She was treated i |
| with an external orthosis (a neck brace) and was J i
| discharged back to the facility on 4/12/06. She ! ; |
! developed pneumonia and expired on 4/29/06. ‘

' Employee (B)/NAR was interviewed on 5/17/06 at , \ |
| 11:25 a.m. and stated that she was one of [ J
| resident #1's primary NARs and cared for her tw | ! |
' to three times a week. Resident #1 required the |
| assistance of one to two staff (depending on her : |
| pain) with transfers, however she did attemptto | : |
"self transfer...off of the toilet” approximately once | | ‘
~aweek. Resident #1 had a TABs alarm last year | !
‘ {unknown date), however, resident #1's family | ' ’
- member requestec to have the TABs zalarm i
' removed. She verified the information in resident ' ’
' #1's incident report and documentation from ' ‘
4/9/06. She indicated that the policy at the facility | } |
| is that if a resident has a TABs alarm, the staff ‘ :
+ can not leave the resident alone in the bathroom, '
- however since resident #1's TABs alarm was |
I‘ discontinued she did not require supervision in 5 i
the bathroom. ‘

,‘ Employee (C)/nurse was interviewed on 5/17/06 '
at 11:45 a.m. and stated the following: she was -
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 familiar with resident #1. Resident #1 required |
’ the assistance of one staff, however she would !
transfer herself or “threaten” to transfer herself | '
approximately once a week. If a resident does ‘ l
" not have a TABs alarm, there is no need for staff
' to supervise tham in the bathroom. She verified
the information in resident #1's incident report
| and documentation from 4/9/06. She indicated 3
“that on 4/9/06 it appeared that resident #1 tried to | ’
| transfer herself and she fell forward, ' -
l
| Employee (A)/administrative staff was interviewed '
on 5/17/06 at 10:35 a.m. and verified the ‘
| information in resident #1's incident reportand | ' |
| documentation from 4/9/06. She indicated that | 1 .‘
‘ she did not have a concern regarding the fall ' !
| because the care plan and policy had been ‘ ' ]
followed. She stated that because resident #1
had attempted to transfer with out staff ; ‘
assistance and a history of falls, a TABs alarm |
was initiated. However, the family requested that 1 : |
resident #1's TABs alarm be removed because it | ‘ J
"agitated” resident #1. She indicated that after .‘ |
resident #1's TABs alarm was discontinued, it i !
was not longer a requirement that the staff : ‘ |
% supervise her in the bathroom. ? \ |

‘ Employee (H)/administrative staff was

| interviewed on 5/24/06 at 3:00 p.m. and stated |

| that she was familiar with resident #1. She
indicated that resident #1 was "impulsive” and | ‘
would "intermittently” transfer herself without staff i j

\ assistance. She stated that resident #1 used to i

| have a TABs alarm and required staff supervision :

in the bathroom. However during a care ‘

' conference in September 2005, the TABs alarm : i

+ was discontinued per resident #1's family request. - '

- She indicated that she documented this

| conversation, but was unable to locate or provide .

' the documentation. She verified that no

FORM CMS-2567(02-99) Previous Versions Obsolete XVUN1- if continuation sheet Page 5 of 6
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assessments or evafuations were done after
resident #1's TABs alarm was discontinued to 1 i
- evaluate resident #1's safety. Although resident | ’
‘ #1 continued to attempt to transfer herself without ‘

- staff assistance, the facility staff did not provide |

- any further interventions. She indicaied ihat,

“according to the facility policy, resident #1 no

| longer required supervision in the bathroom, ;
because her TABs alarm had been discontinued. ’ ! !

; ,.

f
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Camilia Rose Care Center LLC

L1800 X Boulavars VW
Ceon Rapids, MN 28448-2061
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An Eguat Opparianis, Emplayer

June 29, 2006

FAX AND U.S. MAIL

Sue Jackson, Assistant Director
Office of Health Facility Complaints
Division of Complianca Monitoring
85 East 7° Place, Suite # 300

P.O. Box 64970

St. Paul, Minn. 55164-0970

Re: Addendum to Plan of Correction-Project Number H5353028
Dear Ms. Jackson;

Pursuant to our telephone conference of today, T am submitting the following addendum
to our Plan of Correction dated June 8, 2006 relating to the above-stated matter.

F324 Before Safety Equipment is discontinued for & client, there wil] be a seven-day
assessment to identify and memorialize the safety issues. The client and family will be
notified of these assessment findings prior to the equipment discontinuation. If the
equipment is discontinued, there will be a seven-day assessment subsequent to the
discontizuation ta determine safety issue outcomes, If the facility has not concurred with
the equipment discontinuation, but has honored the client and/or family request, the
facility will have staff present in the bathroom for the safety of the client.

Very truly yours,

Administrator

[a¥}
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CERTIFIED MAIL #: 7003 2260 0000 9972 9158

FROM: Minnesota Department of Health, Division of Compliance Monitoring
85 East Seventh Place, Suite 300, P.O. Box 64970, St. Paul, Minnesota 55164-0970
Office of Health Facjfty Complaints

TO Robert Rau DATE 5/25/06
PROVIDER Camilia Rose Care Center LL.C COUNTY _Anoka
ADDRESS 11800 Xeon Boulevard, Coon Rapids, MN 55448

On 5/25/06 an investigator with the Office of Health Facility Complaints completed 2 complaint imvestigation, which began on 05/17/06.
The following correction orders are issued. When corrections are completed please sign and date, make a copy of the form for your records
and return the original to the above address.

Signed: Date:

In accordance with Minnesota Stat. section 144.653 or Minnesota Stat. section 144A.10, this correction order has been issued pursuant to an
inspection (survey)./an inspection (survey) including a complaint investigation./a complaint investigation. If upon reinspection, it is found
that the deficiency or deficiencies cited herein are not corrected, a civil fine for each deficiency not cormrected shall be assessed in
accordance with a schedule of fines promulgated by rule of the Minnesota Department of Health.

To assist in complying with the correction order(s) listed below, a "suggested method of correction” has been added. This provision is being
suggested as one method that you can follow to correct the cited violation. Please remember that this provision is only a suggestion and you
are not required to follow it. Failure to follow the suggested method will not result in the issuance of a penalty assessment, You are
reminded, however, that regardless of the method used, correction of the violation within the established time frame is required. The
"suggested method of correction” is for your information and assistance only.

You may request a hearing on any assessments that may result from non-compliance with these orders provided that a written request is
made to the Office of Health Facility Complaints within 15 days of receipt of a notice of assessment for non-compliance,

MN Rule 4658.0520 Subpart 1.
Based on interviews and documentation review the facility failed to ensure that supervision, assistance and on-going terventions were
provided for one of one resident (resident #1) who was identified to be at risk for falls. Findings include:

Although the facility was aware that resident #1 was at risk for falls due to her unsafe attempts to transfer herself without staff assistance in
her room and in her bathroom, history of falls, impaired mobility and psychotropic medication use (which may increase the risk of falls), the
facility failed to provide supervision, assistance and on-going interventions to reduce resident #1's risk. On 4/9/06 resident #1 sustained a
fall resulting in a cervical neck fracture and a head injury at the facility when she was left unsupetvised and alone in the bathroom:,

Resident #1 had diagnoses including dementia, anxiety, ataxia (uncoordinated movement or unsteadiness) and back and neck pain.
According to her care plan and documentation in her medical record she was alert and oriented, required the assistance of one staff with her
activities of daily living and the assistance of two staff with her mobility needs. She was at risk for falls secondary to a history of several
falls at the facility, use of psychotropic medications (which may increase the risk of falls), impaired mobility and a history of unsafe
attempls to transfer herself in her room and bathroom without staff assistance. The care plan indicated that a TABs alarm {a device to alert
staff when a resident attempts to transfer without assistance) was initiated on 6/28/05 and then it was discontinued on 9/27/05.

There was no documentation found indicating why the TABs alarm was discontinued. In addition, no assessments or evaluations were
found to determine resident #1's safety after the discontinuation of the TABs alarm. The Nursing Assistant assignment sheets for resident #1
did not identify resident #1 as a fall risk and did not list any interventions to reduce her risk of falls.




HE-01239-03 Rev. 4/93 CORRECTION ORDER
REPORT # H5353028
Minnesota Department of Health, Health Policy, Information and Compliance Monitoring Division Page2 of 3

85 East Seventh Place, Suite 300, P.O. Box 64970, St. Paul, Minnesota 55164-0970
Orders to Camilia Rose Care Center

The facility's incident reports for resident #1 from 6/4/05 through 4/9/06 were reviewed and revealed the following:

On 6/4/05 at 6:15 p.m. resident #1 had an unwitnessed fall in her bathroom when she attempted to transfer herself from her wheelchair to the
toilet. She missed the toilet and landed on her buitocks. She did not sustain any injuries.

On 6/26/05 at 6:05 p.m. resident #1 was found on the floor of her room and stated that she "was trying to get into bed" from her wheelchair.
The facility staff initiated a TABs alarm to her wheelchair for safety. She did not sustain any injuries.

On 10/3/05 at 7:25 a.m. resident #1 was found between the toilet and her wheelchair in the bathroom. She stated, "I fell off of the toilet
-.my feet wentnumb". She sustained a five-millimeter skin tear to her right forearm. The staff stated that it appeared that the resident "was
attempting to self transfer ". The incident report's "additional investigative data", completed by employee (H)/administrative staff indicated
that resident #1 needed an alarm for her wheelchair. The documentation further indicated that the staff had just removed the TABs alarm
"per (resident #1's) request ...as (resident #1) did not make any attempt to self-transfer” . The documentation indicated that resident #1 did
not want the TABSs alarm and refused the idea of hip protectors. Resident #1 told the staff that her fall was isolated and "she thinks she
fell asleep on the toilet" .

On 12/16/05 at 8:30 p.m. she was found in the bathroom and stated, "(I) was trying to position myself on the toilet and lost my balance, then
1 fell against my chair". '

On 4/9/06 beginning at 9:45 a.m. a facility incident report and correlating nursing note completed by employee (C)/nurse and employee
(A)/administrative staff, Jocumented that employee (B)/NAR assisted resident #1 to get into the bathroom and advised the resident to use
the call light when she finished. Resident #1's wheelchair was m the bathroom to her left. While the resident was in the bathroom,
employee (B) went across the hall to make another resident ' s bed. When employee (B) finished, she noticed that resident #1's call light
was on. Upon entering resident #1's room, she heard a "crash” and entered the bathroom to find resident #1 "on (the) floor, head down,
buttocks up in (the) air". She sustained 3" purple bruises to both of her knees, a 3" by 3 '4" raised hematoma to her forehead and neck
pain. The on-call Nurse Practitioner was notified and resident #1 was sent to hospital with emergency services for further evaluation.

The hospital records, dated 4/9/06 revealed that resident #1 sustained a C2, non-displaced but complex cervical (neck) fracture, mild acute
compression fractures to T3 and T4 (her upper spine) a laceration to her forehead and closed head trauma. Resident #1 indicated to the
hospital staff that “her legs fell asleep on the toilet and she tried to getup”. She was treated with an external orthosis (a neck brace) and
was discharged back to the facility on 4/12/06; She developed pneumonia and expired on 4/29/06.

Employee (BYNAR was interviewed on 5/17/06 at 11:25 a.m. and stated that she was one of resident #1's primary NARs and cared for her
two to three times a week. Resident #1 required the assistance of one to two staff (depending on her pain) with transfers, however she did
attempt to "self transfer...off of the toilet” approximately once a week. Resident #1 had a TABs alarm last year (unknown date), however,
resident #1's family member requested to have the TABs alarm removed. She verified the information in resident #1's incident report and

Employee (C)/murse was interviewed on 5/17/06 at 11:45 a.m. and stated the following: she was familiar with resident #1. Resident #1
required the assistance of one staff, however she would transfer herself or "threaten"” to transfer herself approximately once a week. Ifa
resident does not have a TABs alarmy, there is no need for staffto supervise them in the bathroom. She verified the information in resident
#1's incident report and documentation from 4/9/06. She indicated that on 4/9/06 it appeared that resident #1 tried to transfer herself and
she fell forward.

Employee (A)/administrative staff was interviewed on 5/ 17/06 at 10:35 a.m. and verified the information in resident #1' incident
report and documentation from 4/9/06. She indicated that she did not have a concern regarding the fall because the care plan and
policy had been followed. She stated that because resident #1 had attempted to transfer with out staff assistance and a history of falls,
a TABs alarm was initiated. However, the family requested that resident #1's TABs alarm be removed because it "agitated” resident
#1. She indicated that after resident #1's TABs alarm was discontinued, it was not longer a requirement that the staff supervise her in
the bathroom.

Employee (H)/administrative staff was interviewed on 5/24/06 at 3:00 p.m. and stated that she was familiar with resident #1. She
indicated that resident #1 was "tmpulsive” and would "intermittently” transfer herself without staff assistance, She stated that resident
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#1 used to have a TABs alarm and required staff supervision in the bathroom. However during a care conference in September 2005,
the TABs alarm was discontinued per resident #1's family request. She indicated that she documented this conversation, but was
unable to locate or provide the documentation. She verified that no assessments or evaluations were done after resident #1's TABs
alarm was discontinued to evaluate resident #1's safety. Although resident #1 continued to attemnpt to transfer herself without staff
assistancc, the facility staff did not provide any further interventions. She indicated that, according to the facility policy, resident #1 no
longer required supervision in the bathroom, because her TABS alarm had been discontinued.

TO COMPLY: A resident must receive nursing care and treatment, personal and custodial care, and supervision based on individual
needs and preferences as identified in the comprehensive resident assessment and plan of care as described in parts 4658.0400 and
4658.0405.

SUGGESTED METHOD OF CORRECTION: The Director of Nursing (DON) and/or designee(s) may review policies and procedures,
the DON and/or designee(s) may provide training for facility staff regarding the policies and procedures and the DON and/or designee(s)
may complete audits to ensure that the policies and procedures are being followed and to ensure compliance.

TIME PERIOD FOR CORRECTION: Thirty (30) days.

Xe: Division of Compliance Monitoring - Licensing & Certification
State and County Departments of Welfare, Attn: Medical Assistance Program
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Camilia Rose Care Center L.1.C

IR0 Nean Bouwlovird NW
Coon Hapids, MN 354482001
703 TASRA00

An Foral Qupartine Emplover

June 29, 2006

FAX AND U.S. MAIL

Sue Jackson, Assistant Director
Office of Health Facility Complaints
Division of Compliance Monitoring
85 East 7™ Place, Suite # 300

P.O. Box 64970

St. Paul, Minn. 55164-0970

Re: Addendum to Plan of Correction-Project Number H5353028
Dear Ms. Jackson:

Pursuant to our telephone conference of today, I am submitting the following addendum
to our Plan of Correction dated June 8, 2006 relating to the above-stated matter.

F324 Before Safety Equipment is discontinued for a client, there will be a seven-day
assessment to identify and memorialize the safety issues. The client and family will be
notified of these assessment findings prior to the equipment discontinuation. If the
equipment is discontinued, there will be a seven-day assessment subsequent to the
discontinuation to determine safety issue outcomes. If the facility has not concurred with
the equipment discontinuation, but has honored the client and/or family request, the
facility will have staff present in the bathroom for the safety of the client.

Very truly yours,

Administrator




Protecting, Maintaining and improving the Health of Minnesotans

Certified Mail # 7003 2260 0000 9972 9158
May 26, 2006

Mr. Robert Rau, Administrator
Camilia Rose Care Center Lic
11800 Xeon Boulevard

Coon Rapids, MN 55448

RE: Project Number H5353028
Dear Mr. Rau:

On May 25, 2006, a standard abbreviated survey was completed at your facility by the Minnesota
Department of Health a to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.

This survey found the most serious deficiencies in your facility to be isolated deficiencies that constitute
actual harm that is not immediate Jeopardy (Level G), as evidenced by the attached CMS-2567 whereby
corrections are required. A copy of the Statement of Deficiencies (CMS-2567) is enclosed.

Please note that this notice does not constitute formal notice of imposition of alternative remedies
or termination of your provider agreement. Should the Centers for Medicare & Medicaid
Services determine that termination or any other remedy is warranted, it will provide you with a
separate formal notification of that determination.

This letter provides important information regarding your response to these deficiencies and addresses the
following issues:

Opportunity to Correct - the facility is allowed an opportunity to correct identified
deficiencies before remedies are imposed;

Plan of Correction - when a plan of correction will be due and the information to be
contained in that document; '

Remedies - the type of remedies that will be imposed with the authorization of the
Centers for Medicare and Medicaid Services (CMS) if substantial compliance is not
attained at the time of a revisit;

Potential Consequences - the consequences of not attaining substantial compliance 3 and 6

General Information: (651) 201-5000 * TOD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 * www.health state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer
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months after the survey date; and

Informal Dispute Resolution - your right to request an informal reconsideration to dispute
the attached deficiencies.

Please note, it is your responsibility to share the information contained in this letter and the results of this
visit with the President of your facility’s Governing Body.

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care deficiencies
(those preceded by a "F" tag), i.e., the plan of correction should be directed to:

Sue Jackson, Assistant Director

Office of Health Facility Complaints

Division of Compliance Monitoring

85 East Seventh Place, Suite 300

P.O. Box 64970

St. Paul, MN 55164-0970

Telephone: (651) 201-4210 Fax: (651) 201-4202

OPPORTUNITY TO CORRECT - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct
before remedies will be imposed when actual harm was cited at the last standard or intervening survey
and also cited at the current survey. Your facility does not meet this criterion. Therefore, if your facility
has not achieved substantial compliance by June 21, 2006, the Department of Health will impose the
following remedy:

* State Monitoring. (42 CFR 488.422)

In addition, the Department of Health is recommending to the CMS Region V Office that if your facility
has not achieved substantial compliance by July 5, 2006 the following remedy will be imposed:

* Per instance civil money penalties. (42 CFR 488.430 through 488.444)
PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within ten calendar days of your receipt of this letter.
Your PoC must:

- Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;

- Address how the facility will identify other residents having the potential to be affected by




Camilia Rose Care Center Llc
May 26, 2006
Page 3
the same deficient practice;

- Address what measures will be put into place or systemic changes made to ensure that the
deficient practice will not recur;

- Indicate how the facility plans to monitor its performance to make sure that solutions are
sustained. The facility must develop a plan for ensuring that correction is achieved and
sustained. This plan must be implemented, and the corrective action evaluated for its
effectiveness. The plan of correction is integrated into the quality assurance system,;

- Include dates when corrective action will be completed. The corrective action completion
dates must be acceptable to the State. If the plan of correction is unacceptable for any
reason, the State will notify the facility. If the plan of correction is acceptable, the State
will notify the facility. Facilities should be cautioned that they are ultimately accountable
for their own compliance, and that responsibility is not alleviated in cases where
notification about the acceptability of their plan of correction is not made timely. The plan
of correction will serve as the facility’s allegation of compliance; and,

- Include signature of provider and date.

If an acceptable PoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:

* Optional denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417 (a));
* Per day civil money penalty (42 CFR 488.430 through 488 444),

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare and/or
Medicaid agreement,

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC will serve as your allegation of compliance upon the Department's acceptance. In order
for your allegation of compliance to be acceptable to the Department, the PoC must meet the criteria
listed in the plan of correction section above.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, a revisit of your facility will be conducted to verify that substantial
compliance with the regulations has been attained. The revisit will occur after the date you identified that
compliance was achieved in your plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or Medicaid
program(s) will be continued and remedies will not be imposed. Compliance is certified as of the latest
correction date on the approved PoC, unless it is determined that either correction actually occurred
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between the latest correction date on the PoC and the date of the first revisit, or correction occurred
sooner than the latest correction date on the PoC.

Original deficiencies not corrected

If your facility has not achieved substantial compliance, we will impose the remedies described above. If
the level of noncompliance worsened to a point where a higher category of remedy may be imposed, we
will recommend to the CMS Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified at the time of the revisit, those deficiencies may be disputed through the
informal dispute resolution process. However, the remedies specified in this letter will be imposed for
original deficiencies not corrected. If the deficiencies identified at the revisit require the imposition of a
higher category of remedy, we will recommend to the CMS Region V Office that those remedies be
imposed.

Original deficiencies corrected but new deficiencies found during the revisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed. Ifthe
deficiencies identified at the revisit require the imposition of a higher category of remedy, we will
recommend to the CMS Region V Office that those remedies be imposed. You will be provided the
required notice before the imposition of a new remedy or informed if another date will be set for the
imposition of these remedies.

FAILURE TO ACBIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH
MONTH AFTER THE LAST DAY OF THE SURVEY

If substantial compliance with the regulations is not verified by August 25, 2006 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 18 19(h)(2XD) and 1919(h)(2)(C) and Federal
regulations at 42 CFR Section 488.417(b). This mandatory denial of payments will be based on the
failure to comply with deficiencies originally contained in the Statement of Deficiencies, upon the
identification of new deficiencies at the time of the revisit, or if deficiencies have been issued as the result
of a complaint visit or other survey conducted after the original statement of deficiencies was issued.
This mandatory denial of payment is in addition to any remedies that may still be in effect as of this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by November 25, 2006 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3}(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION
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In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an
informal dispute resolution process. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:
Nursing Home Informal Dispute Process
Minnesota Department of Health
Division of Compliance Monitoring
P.O. Box 64900
St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http.//www health state.mn us/divs/fpc/profinfo/lciite idr.cfin

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:

http://www health state.mn. us/divs/fpe/profinfo/infobul. htm

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.

Feel free to contact me if you have questions.

Sincerely,

o S

old Ro Director
Office of Health Facility Complaints
Division of Compliance Monitoring
85 E. 7th Place, Suite #300
P.O. Box 64970
- St. Paul, MN 55164-0970
Telephone: (651) 201-4221 Fax: (651) 201-4202

Enclosure

cc: Licensing and Certification File
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MINNESOTA

DEPARTMENT of HEALTH

Protecting, Maintaining and tmpraving the Health of Minnesotans

June 29. 2006

Mr. Robert Rau, Administrator
Camilia Rose Care Center LLC
11500 Xeon Boulcvard

Coon Rapids, MN 55448

RE: Project Number H5353028

Dear Mr. Rau:

On May 25, 2006, a abbreviated standard survey was completed at your faclity. You
have alleged that the deficiencics cited on that abbreviated standard survey by the
Minnesota Department of Health (F tags) have been corrected. We are accepting your

plan of correction and presume that your facility will achieve substantial compliance.

We will be conducting a revisit of your facility to verify that substantial compliance has
been achieved and maintained.

Sincerely,

v e

'e JTackson #Assistant Director

Office of Hcalth Facility Complamts

Division of Compliance Monitornng

85 East Seventh Place, Suite 300

P.O. Box 64970

St. Paul, MN 55164-0570

Telephone: (651) 201-4210 Fax: (651)201-4202

POCA HEALTH
SURVEY.ORC

Cieneral Information: (6313 201-3000 = TDD/TTY: (651) 201-5797 = Minnesata Relay Service: (800) 627-332% -
www health.state. mn.us
For directions to any of the MDH locations, <ali (651) 201-3000 - An Equau! Gpportunity kmployer




Prolecting, Maintaining and improving the Health of Minnesotans
Certified Mail # 7005 0390 0006 1220 5651
July 19, 2006

Mr. Robert Rau, Admimstrator
Camilia Rose Care Center L1.C
11800 Xeon Boultevard

Coon Rapids, Minnesota 55448

RE: Project Number S5353013 and HS5353028
Dear Mr. Rau:

On May 26, 2006, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard abbreviated survey, completed on May 25, 2006.
This survey found the most serious deficiencies to be isolated deficiencies that constituted actual harm
that was not immediate jeopardy (Level G) whereby corrections were required.

In addition, on May 30, 2006, we informed you that we would recommend enforcement remedies based
on the deficiencies cited by this Department for a standard survey, completed on May 11, 2006. This
survey found the most sertous deficiencies to be widespread deficiencies that constituted no actual harm
with potential for more than mintmal harm that was not immediate jeopardy (Level F) whereby
corrections were required.

On July 6, 2006, the Minnesota Department of Health completed a revisit to verify that your facility had
achieved and maintained compliance with federal certification deficiencies issued pursuant to a standard
abbreviated survey, completed on May 25, 2006 and a standard survey, completed on May 11, 2006.
We presumed, based on your plan of correction, that your facility had corrected these deficiencies as of
June 21, 2006. Based on our visit, we have determined that your facility has corrected the deficiency
issued pursuant to the standard abbreviated survey, completed on May 25, 2006 but has not achieved
substantial compliance with the deficiencies issued pursuant to our standard survey, completed on May
11, 2006. The deficiencies not corrected are as follows:

F3135 - Urinary Incontinence - 483.25(d)
F432 - Storage Of Drugs And Biologicals - 483.60(¢)
In addition, at the time of this revisit, we identified the following deficiency:

F426 - §/S: C - 483.60(a) - Pharmacy Services - Procedures

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 * www health.state. mn.us
For directions to any of the MDH locations, call {(651) 201-5000 * An Equal Opportunity Employer
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The most serious health deficiencies in your facility at the time of the July 6, 2006 revisit were found to
be a pattern of deficiencies that constitute no actual harm with potential for more than minimal harm that
is not immediate jeopardy (Level E), as evidenced by the attached CMS-2567, whereby corrections are
required. .
In addition, compliance with the Life Safety Code (LSC) deficiencies issued pursuant to the May 11,
2006 standard survey has not yet been verified. The most serious LSC deficiencies in your facility at the
time of the standard survey were found to be widespread deficiencies that constituted no actual harm
with potential for more than minimal harm that was not immediate jeopardy (Level F) whereby
corrections were required.

As a result of our finding that your facility is not in substantial compliance, this Department is imposing
the following category 1 remedy:

» State Monitoring effective July 24, 2006. (42 CFR 488.422)

In addition, Sections 1819(h)(2){D) and (E) and 1919(h)(2)(C) and (D) of the Act and 42 CFR
488.417(b) require that, regardiess of any other remedies that may be imposed, denial of payment for
new admissions must be imposed when the facility is not in substantial compliance 3 months afier the
last day of the survey identifying noncompliance. Thus, the CMS Region V Office concurs, is imposing
the following remedy and has authorized this Department to notify you of the imposition:

« Mandatory Denial of payment for new Medicare and Medicaid admissions effective August 11,
2006. (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new
admissions is effective August 11, 2006. They will also notify the State Medicaid Agency that they must
also deny payment for new Medicaid admissions effective August 11, 2006. You should notify all
Medicare/Medicaid residents admitted on or after this date of the restriction.

Further, Federal law, as specified in the Act at Sections 1819(f)(2)(B), prohibits approval of nurse
assistant training programs offered by, or in, a facility which, within the previous two years, has been
subject to a dental of payment. Therefore, Camilia Rose Care Center LLC is prohibited from offering or
conducting a Nurse Assistant Training/Competency Evaluation Programs or Competency Evaluation
Programs for two years effective August 11, 2006. This prohibition is not subject to appeal. Further,
this prohibition may be rescinded at a later date if your facility achieves substantial compliance prior to
the effective date of denial of payment for new admissions. I this prohibition is not rescinded, under
Public Law 105-15 (H.R. 968), you may request a waiver of this prohibition if certain criteria are met.
Please contact the Nursing Assistant Registry at (800) 397-6124 for specific information regarding a
waiver for these programs from this Department.

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

A copy of the Statement of Deficiencies (CMS$-2567) and the Post Certification Revisit Form
(CMS-2567B) from the July 6, 2006 revisit are enclosed.
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APPEAL RIGHTS

If you disagree with this determination, you or your legal representative may request a hearing before an
administrative law judge of the Department of Health and Human Services, Department Appeals Board.
Procedures governing this process are set out in Federal regulations at 42 CFR Section 498.40 et seq.

A written request for a hearing must be filed no later than 60 days from the date of receipt of this letter.
Such a request may be made to the Centers for Medicare and Medicaid Services at the following
address:

Department of Heaith and Human Services
Departmental Appeals Board, MS 6132
Civil Remedies Division

Attention: Oliver Potts, Chief

330 Independence Avenue, SE

Cohen Building, Room G-644
Washington, DC 20201

A request for a hearing should identify the specific issues and the findings of fact and conclusions of law
with which you disagree. It should also specify the basis for contending that the findings and
conclusions are incorrect. You do not need to submit records or other documents with your hearing
request. The Departmental Appeals Board (DAB) will issue instructions regarding the proper submittal
of documents for the hearing. The DAB will also set the location for the hearing, which is likely to be in
Minnesota or in Chicago, Illinois. You may be represented by counsel at a hearing at your own expense.

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by a "F" tag), i.e., the plan of correction should be directed to:

Jeanelle Lahr
Minnesota Department of Health
1645 Energy Park Drive
St. Paul, Minnesota 55108
Telephone: (651)643-2565
Fax: (651)643-2538

PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within ten calendar days of your receipt of this letter.
Your PoC must:

- Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;
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- Address how the facility will identify other residents having the potential to be affected
by the same deficient practice;

- Address what measures will be put into place or systemic changes made to ensure that
the deficient practice will not recur;

- Indicate how the facility plans to monitor its performance to make sure that solutions are
sustained. The facility must develop a plan for ensuring that correction is achieved and
sustained. This plan must be implemented, and the corrective action evaluated for its
effectiveness. The plan of correction is integrated into the quality assurance system,

- Include dates when corrective action will be completed. The corrective action
completion dates must be acceptable to the State. If the plan of correction is
unacceptable for any reason, the State will notify the facility. If the plan of correction is
acceptable, the State will notify the facility. Facilities should be cautioned that they are
ultimately accountable for their own compliance, and that responsibility is not alleviated
in cases where notification about the acceptability of their plan of correction is not made
timely. The plan of correction will serve as the facility’s allegation of compliance; and,

- Include signature of provider and date.

If an acceptable PoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedy be imposed:

* Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC will serve as your allegation of compliance upon the Department's acceptance. In
order for your allegation of compliance to be acceptable to the Department, the PoC must meet the
criteria listed in the plan of correction section above. You will be notified by the Minnesota Department
of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your PoC for their respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE
Upon receipt of an acceptable PoC, a revisit of your facility will be conducted to verify that substantial
compliance with the regulations has been attained. The revisit will occur after the date you identified

that compliance was achieved in your allegation of compliance and/or plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and we will recommend that the remedies imposed be




Camilia Rose Care Center LLC

July 19, 2006

Page 5

discontinued effective the date of the on-site verification. Compliance is certified as of the date of the
second revisit or the date confirmed by the acceptable evidence, whichever is sooner.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE SIXTH MONTH AFTER
THE LAST DAY OF THE SURVEY

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by November 11, 2006 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919¢(h)(3)D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an
informal dispute resolution process. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

Nursing Home Informal Dispute Process

Minnesota Department of Health

Division of Compliance Monitoring

P.O. Box 64900

St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http.//www_health.state. mn.us/divs/fpc/profinfo/ltc/itc_idr.cfm

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:

http://www health. state. mn.us/divs/fpc/profinfo/infobul htm

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
preceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

Mr. Patrick Sheehan, Supervisor
Health Care Fire Inspections
State Fire Marshal Division

444 Cedar Street, Suite 145

St. Paul, Minnesota 55101-5145

Telephone: (651) 201-7205
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Fax: (651) 215-0541

Feel free to contact me if you have questions.

Sincerely,

Juseste Zuk

Jeanelle Lahr, Unit Supervisor

Licensing and Certification Program

Division of Compliance Monitoring

Telephone: (651)643-2565  Fax: (651)643-2538

Enclosure

cc: Licensing and Certification File 5353r106.rif




